First Nations, Inuit, and Metis constitute about 1 million people, or 4% of the Canadian population. There are 11 major language groups with more than 58 dialects distributed among some 596 bands residing on 2284 reserves, or in cities and rural communities (l,2). The cultural and linguistic differences among many groups are greater than the differences that divide European nations. In addition to inter-group social, cultural, and environmental differences, there is an enormous diversity of values, lifestyles, and perspectives within any community or urban Aboriginal population. While this diversity makes lumping people together under generic terms like "Aboriginal" or "indigenous" profoundly misleading, most groups nevertheless share a common social, economic, and political predicament that is the legacy of colonization. This shared predicament has motivated efforts to forge a common political front and, to some degree, a collective identity among diverse groups. Indeed, striking parallels in the mental health problems of indigenous peoples around the world suggest that, while biological, social, cultural, and political factors vary, there are common processes at work (3) (4) (5) .
Despite myths ofa timeless past and cultural continuity, traditional Aboriginal societies were not static, nor were they entirely free of disease or social problems (6, 7) . In the 16th century, however, the process of cultural change accelerated dramatically with the earliest contact with European outsiders. Contacts included encounters with fishing expeditions, itinerant traders, and ships putting in for provisions, as well as direct meetings with explorers seeking to establish colonies, missionaries, fur traders, and colonists. Meetings with Mesoamerican and Caribbean Natives accompanying European expeditions were also a feature of these contacts (8) .
The history ofthe European colonization ofNorth America is a harrowing tale of the indigenous population's decimation by infectious disease, warfare, and active suppression of culture and identity that was tantamount to genocide (9, I 0). Estimates ofthe indigenous population ofNorth America prior to the arrival of Europeans range upward from about 7 million. Close to 90% ofthese people died as a result ofthe direct and indirect effects ofculture contact. For example, Northern Iroquoian peoples may have shrunk from about 110 000 in the 16th and early 17th centuries to about 8000 by 1850 (8) . The European settlers' economic, political, and religious institutions all contributed to the displacement and oppression ofindigenous people.
Contact brought with it many forms ofdepredation, including infectious diseases, among which the great killers were smallpox, measles, influenza, bubonic plague, diphtheria, typhus, cholera, scarlet fever, trachoma, whooping cough, chicken pox, and tropical malaria. A growing reliance on European foodstuffs and diet also profoundly affected the health of indigenous peoples. These effects continue to the present day with problems ofobesity and diabetes endemic in many Aboriginal communities (7, 11, 12) .
Colonization did not end with Confederation. Over the last century, such Canadian government policies as forced sedenterization, creation of reserves, relocation to remote regions, residential schools, and bureaucratic control have continued to destory indigenous cultures (13, 14) .
Although the process of sedentarization began as a response of indigenous peoples themselves to the presence of fur traders and missionaries, it took new form with the systematic efforts ofthe government to police, educate, and provide health care for remote populations. The location ofvirtually all Aboriginal settlements was chosen by government or mercantile interests rather than by the Aboriginal peoples themselves (15) . In many cases, this resulted in arbitrary social groupings with no history of living together in such close quarters; groups of people were thus forced to improvise new ways of life and new social structures. In other cases, Aboriginal peoples were relegated to undesirable parcels of land out of the way ofthe colonizers' expanding cities and farms. The disastrous "experiment" ofrelocating Inuit to the Far North to protect Canadian sovereignty-a late chapter in this process of forced culture change-revealed the government's continuing lack of awareness ofcultural and ecological realities (16) (17) (18) .
These policies served the economic and political interests of the dominant non-Aboriginal groups and were sustained by both explicit and subtler forms of racism. Active attempts to suppress and eradicate indigenous cultures were rationalized by an ideology that saw Aboriginal people as primitive and uncivilized (19) . This ideology justified legislation that prohibited Aboriginal religious and cultural practices like the potlatch or the Sun Dance (20) . Aboriginal peoples were viewed as unable or unready to participate in democratic government; they needed to be "civilized" to join the rest ofCanadian society. Systematic efforts at cultural assimilation were directed at Aboriginal children through forced attendance at residential schools and out-of-community adoption by non-Aboriginal families (21) .
From 1879 to 1973, the Canadian government mandated church-run boarding schools to provide education for Aboriginal children (22) . Over 100 000 children were taken from their homes and subjected to an institutional regime that fiercely denigrated and suppressed their heritage. The extent ofphysical, emotional, and sexual abuse perpetrated in many of these residential schools has only recently been acknowledged (23) (24) (25) (26) . Beyond the impact on individuals of abrupt separation from their families, multiple losses, deprivation, and brutality, the residential school system denied Aboriginal communities the basic human right to transmit their traditions and maintain their cultural identity (27) .
The assimilation of Aboriginal peoples was the explicit rational for the removal of Aboriginal children to residential schools. Aboriginal parents were not necessarily seen as unacceptable parents, only as incapable of educating and passing on "proper" European values to their children (28, 29) . Beginning in the 1960s, the federal government effectively handed over the responsibility for Aboriginal health, welfare, and educational services to the provinces, although it remained financially responsible for Status Indians. Child and welfare services focused on the prevention of "child neglect"-which emphasized the moral attributes of individual parents, especially mothers-and on enforcing and improving care ofchildren within the family (30) . In the case of Aboriginal families, "neglect" was mainly linked to endemic poverty and other social problems which were dealt with under the social workers' rubric of"the need for adequate care." Improving care within the family, however, was not given priority, and provincial child welfare policies did not include the preventive family counselling services that were available to non-Aboriginal families. Because there were no familyreunification services for Aboriginal families, social workers usually chose adoption or long-term foster care for Aboriginal children; as a result, Aboriginal children experienced much longer periods of foster care than their non-Aboriginal counterparts (31) . By the end of the 1960s, fully 30% to 40% of the children who were legal wards of the state were Aboriginal children-in stark contrast to the rate of I% in 1959 (28) .
Some of these policies were well-intentioned, but most were motivated by a condescending, paternalistic attitude that failedto recognize either the autonomy ofAboriginal peoples orthe richness and resources oftheir cultures (19) . The cumulative effect ofthese policies has, in many cases, amounted to near cultural genocide (27) . The collective trauma, loss, and grief caused by these shortsighted policies are reflected in the endemic mental health problems of many Aboriginal communities and populations across Canada. Framing the problem purely in terms of mental health issues, however, may deflect attention from the large-scale and, to some extent, continuing assault on the identity and continuity of whole peoples.
To these organized efforts to destroy Aboriginal cultures are added the corrosive effects of poverty and economic marginalization. In 1991, the average income for Aboriginal people was about 60% of that for non-Aboriginal Canadians. Despite efforts at income assistance and community development, this gap had widened over the decade since 1980 (1). The effects of poverty are seen in the poor living conditions on many reserves and remote settlements that lead to chronic respiratory diseases, recurrent otitis media with hearing loss, and tuberculosis; in the past, these necessitated prolonged hospitalizations that further subverted the integrity of familiesand communities (32) . Ofcourse, the very notion ofpoverty is a creation of the social order in which Aboriginal peoples are embedded, an order that has economically marginalized traditional subsistence activities while creating demands for new goods. The presence of mass media even in remote communities makes the values of consumer capitalismsalient and creates feelings ofdeprivation and lack where none existed. Even those who seek solidarity in traditional forms of community and ways of life find themselves enclosed and defined by a global economy that treats "culture" and "tradition" as adjectives useful in advertising campaigns (33) .
Together with the legacy of internal colonialism these realities of globalization contribute to the continuing political marginalization of Aboriginal peoples. Some groups, however, have been able to exploit the logic of consumer capitalism to further their efforts at local control and stewardship of their land and people. For example, the Cree of Northern Quebechave successfully fought against hydroelectric development in their territory by waging a publicity campaign aimed at influencing public opinion in the US and abroad (34) . They have appealed to a global audience through moral arguments and suasion to achieve an influence beyond their local political or economic power. These manifest successes likely have had a positive effect on the sense of efficacy and the mental health of many Cree. Efforts to revitalize communities and collective identities must be understood, therefore, in terms of local politics, the agendas of provincial and federal governments, and the supervenient forces of globalization.
The Impact on Mental Health
Aboriginal peoples suffer from a range of health problems at higher rates than occur in the general Canadian population, and they continue to have a substantially shorter life expectancy (1,7). This is largely due to higher infant mortality and increased rates of death among young people by accident and suicide.
Epidemiological studies have documented high levels of mental health problems in many Canadian Aboriginal communities (7, (35) (36) (37) . The high rates of suicide, alcoholism, and violence, and the pervasive demoralization seen in Aboriginal communities, can be readily understood as the direct consequences of a history of dislocations and the disruption of traditional subsistence patterns and connection to the land (38) (39) (40) (41) (42) .
Most estimates of the prevalence of psychiatric disorders are based on service utilization records, but since many Aboriginal people never come for treatment, service utilization is at best only a lower estimate ofthe true prevalence ofdistress in the community. Only a few epidemiological studies of psychiatric prevalence rates among North American indigenous peoples have been published-2 ofthese in Canadian populations (43, 44) . These studies indicate rates of psychiatric disorders varying from levels comparable to those found in the general population to up to twice those of neighbouring nonAboriginal communities.
In the US, Kinzie and colleagues conducted a 1988 follow-up study of a Northwest Coast village originally studied by Shore and colleagues in 1969 (45, 46) . The Schedule for Affective Disorders and Schizophrenia Lifetime version (SADS-L), with a supplementary section on posttraumatic stress disorder (PTSD), was used to generate DSM-III-R diagnoses. In all, 31.4% ofthe subjects met criteria for a current DSM-III-R diagnosis. A marked sex difference was observed, with nearly 46% ofmen and only 18.4% ofwomen affected (P < 0.002). Most of those who were fully employed (88%) had no diagnosis of mental disorders. The presence of a diagnosis was not related to marital status, age, or educationallevel. As in the 1969 study, the most impressive finding in 1988 was the high rate of alcohol-related problems: the lifetime rate of alcohol dependence was almost 57%, while the current dependency and abuse rate was 21%. Similar or even higher rates have been reported in other American Indian populations (47) . Data pertaining to Aboriginal children's mental health are quite limited, but there is clear evidence ofhigh rates ofproblems, including suicide and substance abuse, among adolescents in many communities (48, 49) . The Flower ofTwo Soils reinterview study followed up 109 of25l US Northern Plains adolescents (aged 11 to 18 years), who took part as children in an earlier study (50,51); diagnoses were ascertained with the Diagnostic Interview Schedule for Children-2.1C (DISC 2.1C), including a PTSD module. Fully 43% of the respondents received a diagnosis of at least 1 DSM-III-R disorder. The most frequent diagnoses were disruptive behaviour disorders, 22% (including conduct disorder [CD] 9.5%); substance use disorders, 18.4% (including alcohol dependence, 9.2%); anxiety disorders, 17.4%; affective disorders, 9.3% (including major depression, 6.5%); and PTSD, 5%. Rates of comorbidity were very high, with almost one-half of those with behaviour or affective disorders meeting criteria for a substance use disorder. Almost two-thirds of respondents reported having experienced a traumatic event; the most frequent events were car accidents and death or suicide. There is evidence that rates ofCD are increasing in some American Indian communities in the US, owing to increasingly high levels offamily breakdown (52) . In this population, CD before age 15 years is a risk factor for adult alcohol abuse (47) .
The First Nations and Inuit Regional Health Surveys conducted across Canada in 1997 (excluding Alberta and the Northern and James Bay regions of Quebec) included questions addressing mental health and well-being, but the lack of specific diagnostic measures makes it impossible to estimate the rate of psychiatric disorders. Overall, 17% of parents reported that their child had more emotional or behavioural problems than other children of the same age (53).
Epidemiological surveys undertaken by the province ofQuebec among the Cree (54) and Inuit (55) , in 1991 and 1992, respectively, used brief measures of generalized emotional distress, specific questions about suicidal ideation and attempts, and a few questions about people with chronic mental illness within the family. Again, these methods give only a very crude estimate of the level of distress in the population and provide little information about specific disorders or service needs.
Suicide is one of the most dramatic indicators of distress in Aboriginal populations. Many First Nations, Inuit, and Metis communities have elevated rates of suicide, particularly among youth; however, rates are in fact highly variable (35) . In Quebec, for example, the Inuit, Attikamekw, and several other nations have high rates of suicide, but the Cree have rates no higher than the rest of the province (56) . This variation has much to teach us about the community-level factors that affect suicide risk.
Our own research with the Inuit communities of Nunavik (Northern Quebec) has documented extremely high rates of suicidal ideation and attempted suicide among adolescents and young adults (57, 58) . The risk factors identified are similar to those found in other studies ofAboriginal youth and include male sex, a history of substance abuse (especially solvents or inhalants), a history ofa psychiatric problem, aparental history of substance abuse or a psychiatric problem, feelings of alienation from the community, and a history of physical abuse. Protective factors identified in this research include good school performance and regular attendance at church. It is striking that young men are not only much more likely to complete suicide but also more often attempt suicide. This fits with the perception that there has been greater disruption of traditional roles for men, resulting in profound problems of identity and self-esteem.
While the Cree population in Quebec does not have an elevated suicide rate, other psychological problems stemming from substance abuse and family violence are prevalent (56) . In a secondary analysis of the Sante Quebec Cree health survey, we found that higher levels of psychological distress were associated with younger age, female sex, early loss of parents or a relative, and a smaller social network (fewerthan 5 close friends or relatives) (59). More negative life events, serious illness, or a drinking problem in the last year were also associated with greater distress. Surprisingly, education past the elementary school level was also associated with greater distress; this effect was seen more clearly among women.In the middle-aged group, this finding of a negative effect with greater education may reflect the impact ofresidential school experience. For younger women, another explanation is required: it may be that younger women with more education experience greater role strain because they are required not only to work or study but also to carry child-rearing and other family and household responsibilities. Reporting a goodrelationship with the community and spending more time in the bush were associated with less distress. The beneficial effect oftime in the bush was clearest for men. The Cree population continues to practice traditional hunting activities that provide not only an important source of food but also a way of life with significant social and spiritual meaning, which contributes to well-being (60).
Studies in which the level ofanalysis is the individual maynot identify factors that account for differences among communities in the prevalence of suicide and other problems. This requires systematic comparisons of communities, but this type of research poses ethical dilemmas because of the potential negative effects of findings on individual and community self-perception. Nevertheless, such analysis is essential to guide effective mental health promotion.
A recent study by Chandler and Lalonde identified a clearlink between levels of community control or autonomy and suicide rates among Aboriginal peoples in British Columbia (61) . These authors examined 6 indicators of what they termed "cultural continuity" but which might more accurately be called local control: community control of police and fire services, education, health, local facilities for cultural activities, self-government, and involvement in land claims. The presence in the community of each variable was associated with a lower suicide rate compared with communities that lacked such local control. An index created by summing these factors was strongly negatively correlated with suicide rates across the 196 bands in the study-clear evidence for a strong association between lack of local community control and high suicide rates.
Although most attention has been given to the common mental disorders (depression, anxiety, and PTSD) which are endemic in Aboriginal communities, psychotic disorders make distinct demands on small, remote communities. Small communities may be more tolerant and less stigmatizing of some forms of unusual behaviour in individuals who are well known and intimately related to many members of the community (62) . Our own studies of Inuit concepts of mental health and illness and attitudes toward deviant behaviour suggestthat culturalfactors playa role (63, 64) . Inuittend to label states rather than people, allowing for the possibility that someone whose behaviour is bizarre today may be ordinary tomorrow (65) . There may be other features of Inuit ethnopsychology that promote better adaptation and outcome of psychotic disorders (66) . Longitudinal outcome studies are needed to examine this possibility.
Transformations of Identity and Community
The wide variation across Aboriginal communities in suicide rates and other indices of distress suggests that it is important to consider the nature of communities and the different ways in which groups have responded to the ongoing stresses of colonization, sedentarization, bureaucratic surveillance, and technocratic control. It is likely that the mediating mechanisms contributing to high levels of emotional distress and problems like depression, anxiety, substance abuse, and suicide are closely related to issues of individual identity and self-esteem (67-71). These, in tum, are strongly influenced by collective processes at the level of band, community, or larger political entities.
All cultures constantly evolve, and cultural and ethnic identitymust be understood as inventions ofcontemporary people responding to their current situation (72) . This is not to question the authenticity of tradition but to insist that culture be appreciated as a co-creation ofpeople responding to their circumstances-an ongoing construction that is contested from within and without. For Aboriginal peoples, 2 important arenas for this contestation and change are the relation of individual groups to pan-Amerindian political and ethnic identity movements and the relation oftraditional healing practices to cosmopolitan medicine and religion, as well as their appropriation by "New Age" practitioners.
Notions and experiences of being a Native cut across historical, cultural, linguistic, geographic, and political dimensions (33, 73) . To a large extent they are situational, emerging out of specific encounters with others who are viewed as sharing a generalized Aboriginal heritage or a political position (74) .
The very notion ofAboriginality is a social construction that, as a "dividing practice," both marginalizes and unites. The discourse of Aboriginality was used originally by colonial powers when confronting "the others" whose territory they conquered (75) (76) (77) . Over centuries of colonial contact, however, the paradigm that justified the rapid and often violent usurping of indigenous lands, followed by more encompassing forms of neocolonial bureaucratic control over remnant populations, has evolved into a powerful notion that there exists a distinct category of peoples in the world distinguished by having been sociopolitically marginalized.
Colonial history and anthropological writing about Native American cultures and peoples have had a powerful effect on their representations in contemporary North American society. Berkhofer, for example, discusses how the construction of stereotypical images impacted on Native Americans' selfimage (78) . Since anthropological investigations began in the 19th century, Native Americans have been the objects of a Euramerican cultural gaze that creates an "Other" and then polices its cultural identity (79) . The resulting discourse on Aboriginality circulates within the wider society, including the media and popular culture, and creates commonly accepted social facts about ethnic identity and tradition. Recognizing a practice as traditional marks it off from the everyday practices ofa people or community. This labelling, essentializing, and commodification of tradition are all features of modernity that pose dilemmas for the recuperation ofhistory and forging of identity (33) .
The creation ofan explicit ethnic identity requires that certain beliefs, practices, or characteristics be elevated to core values and claimed as shared experiences. This naturally tends to obscure individual variation and the constant flux of personal and social definitions of self and other. A shared history invests ethnic identity with social value and contributes directly to mental health. Studies of how cultural and historical knowledge are used to construct ethnic identity and the way in which such ethnicity is then used for psychological coping, social interaction, and community organization can therefore contribute directly to Aboriginal mental health (74) . For example, the development ofa collective identity has posed particular problems for Metis, who have suffered from ambiguous status (15, 80) . In this situation, the writing and dissemination of a group's history takes on special urgency
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Both contemporary environmental rhetoric and New Age spirituality promote the notion that indigenous peoples practised a generic form of spirituality characterized by a harmonious, non-exploitative approach to nature based on an animistic ontology (82) . This obscures the historical reality of diverse cultural traditions with different mythologies, religious beliefs, and spiritual practices; it also ignores centuries of European contact and the assimilation of Christian forms of belief in syncretic religious practices (83) . In most First Nations and Inuit communities, such organized religious denominations as the Anglican or Catholic churches remain influential, especially among older populations educated in the residential school system (84) . Moreover, in recent years the evangelical Christian movement, primarily the Pentecostal Church, has spread rapidly in many communities (85) . PanAmerindian spiritual practices are strongly influenced by the vibrant cultures of the northern plains of the US, but the distinctive elements of these traditions are not shared by other, equally rich, Aboriginal traditions.
The literature of cross-cultural psychology makes a broad distinction between egoistic or individualistic cultures and sociocentric, communalistic, or collectivist cultures (86) . Many Aboriginal cultures appear sociocentric in that the self is defined relationally, and the well-being ofthe family, band, or community is given central importance. This, however, occurs along with strong support for individual autonomy and independence. For peoples like the Inuit, who traditionally have lived in small groups of 1 or 2 extended families, the notion of a sociocentric or communalistic self is misleading because there has been no social group larger than the family. Traditional notions of Inuit family relations have been extended to the new situations of large settlements (87) (88) (89) .
Many
Aboriginal peoples have what might be better termed an "ecocentric" concept of the person in which other people, the land, and the animals are all in transaction with the self and indeed, in some sense, constitute aspects of a relational self (89, 90) . Damage to the land, appropriation of land, and spatial restrictions all, then, constitute direct assaults on the person (81). Traditional hunting practices are not just means of subsistence, they are sociomoral and spiritual practices aimed at maintaining personal and community health (60) . For example, Inuit concepts of self include physical links with animals maintained by eating "country food" (91) . In this light, the widespread destruction ofthe environment motivated by commercial interests must be understood as losses to Aboriginal individuals and communities that are equivalent in seriousness to the loss of social role and status in a large-scale urban society. The result is certainly a diminution in self-esteem; it is also the hobbling of a distinctive form of self-efficacy that has to do with living on and through the land (92).
Notions of health, illness, and healing are central to the discourse of Aboriginal identity in many communities. In her careful ethnographic study, Naomi Adelson has shown how the Cree notion of "being alive well," miyupimaatisiiun, serves both to organize social life and create a sense ofcollective identity (93, 94) . Contemporary Cree communities have various healing practices drawn from Christianity, Cree traditions, pan-Amerindianism, and popular psychology that provide settings and symbols to articulate social suffering and narrate personal and collective transformations (95, 96) . In some cases, there are conflicts among adherents of different traditions, but all are concerned with achieving wellness through living a morally upright life, defined not only in religious or spiritual terms but also in relation to the land.
In recent years, pan-Amerindian healing movements have enjoyed increasing popularity in Aboriginally run treatment centres. Waldram discusses the emergence ofa form of panAmerindian spirituality in his study of symbolic healing in prison settings (97) . Participants in Aboriginal spirituality and healing practices come from diverse cultural, socioeconomic, and personal backgrounds. Often, they must first learn the mythic underpinning to which the healing process is attached (98). This emphasizes the healer's role as not only the ritual expert but also the bearer of tradition. The healer must find or develop commonalities in participants' experiences and weave them together to make a coherent story with links to tradition that can foster the interpersonal and spiritual dimensions ofthe healing process.
Some of the dilemmas of the homogenizing discourses of Aboriginality and pan-Amerindian healing are evident in Brass' ethnographic study of an Aboriginal-run halfway house and treatment centre, located in Quebec, for men inthe correctional system (99) . Clinical staff integrated a generic construction of Aboriginal identity, largely spiritual in nature, with standard methods ofWestern psychotherapy to create hybrid forms of group and individual therapy that would be meaningful to a large population ofAboriginal clients who differed from one another in cultural, linguistic, and personal backgrounds. This syncretic approach aimed to provide local idioms of suffering and healing through which residents could narrate their traumatic memories and sources of emotional pain. However, these psychotherapeutic approaches were not always well received. Inuit residents, for example, voiced concerns about the strangeness ofthe centre's "Indian things," while residents from Aboriginal groups with distinctive traditions or political stances found the emphasis on a psychological idiom of healing inappropriate.
The metaphor oftrauma has gained currency as a way oftalking about personal and collective injuries suffered by
Aboriginal peoples (100). This perspective has rhetorical power but raises complex issues for healing and mental health promotion. The emphasis on narrating personal trauma in contemporary psychotherapy is problematic because many forms of violence against Aboriginal people are structural or implicit and so may remain hidden in individual accounts. It is tempting to focus only on the stories that can be told about explicitly traumatic events and use these to explain persistent inequities, but these individual events are part of larger historical formations that have profound effects for both individuals and communities-effects that are harder to describe. These damaging events were not encoded as declarative knowledge but rather "inscribed" on the body or else built into ongoing social relations, roles, practices, and institutions (101,102). Social analysis to delineate these structural forms of violence and oppression is needed to aid efforts to resist them and to promote change.
Communities created by government fiat and expected to respond to programs aimed at promoting a "healthy community" face another set of dilemmas. In her ethnographic study in Igloolik, Nunavut, Kristiann Allen has shown how terms like "community," "participation," and "empowerment" are given different meanings by individuals within a single community to create personal and collective continuity with the past and effectively position themselves in the emergent self-government (103) . Here again, models based on individualism and bureaucratic rationality confront relational notions of the self.
Implications for Mental Health Services and Health Promotion
The most striking fact about the recent history of most Aboriginal communities is the rapidity with which social and cultural change has occurred, introducing the forces of globalization to even the most remote communities. Rapid change has challenged Aboriginal identity and resulted in dramatic generation gaps between youth, adults, and elders. These changes affect the whole population; therefore, mental health services and promotion must be directed at both individual and community levels. However, conventional models of service and health promotion require rethinking to be consonant with Aboriginal realities, values, and aspirations.
In most urban areas, mental health services have not been adapted to the needs ofAboriginal clients and this is reflected in low rates of use (104) . As well, Aboriginal communities have distinctive features that make it difficult to deliver conventional mental health care and prevention programs. Compared to the urban centres where most models of care have been developed, Aboriginal communities are small, and many are remote. This results in fewer material resources for medical and social services and multiple roles being assumed by a few individuals. These practical constraints have been exacerbated by government policies that lead to insufficient support for mental health services for Aboriginal communities.
Because of the size and scale of Aboriginal communities, there is little opportunity to maintain the anonymity that protects the practitioner's professional role in large cities. This anonymity has both ethical and practical uses: it provides privacy and safety for clients who wish to talk about embarrassing matters, and it allows the helper to have some respite from being constantly "on call." In small communities, helpers are often related to the people they are helping and have no way to step back from their role; this can rapidly lead to burnout. As well, to date few Native people have had the opportunity to pursue professional training in mental health.
Language is a basic conveyor of culture, and people are in general most readily connected to their emotions and intimate thoughts in their first language. Yet, few health professionals working in Aboriginal communities have made the effort to learn local languages, and little mental health information has been translated. Culture, however, is a much broader issue than language: it includes notions of how people work (ethnopsychology), patterns offamily and social interaction, and basic values-the recognition ofwhich must be central to any mental health program. A new generation of practitioners is emerging-people able to combine local knowledge about health and healing with the most useful aspects of psychiatry and psychology. Aboriginal heritage is, however, no guarantee that a professional will be culturally sensitive, both because of the diversity of traditions encountered and because of the implicit cultural values and assumptions of psychiatry itself. A cultural critique ofpsychiatry is necessary to open up a space for creative reformulations of theory and practice.
For example, psychotherapy and other mental health interventions assume a particular cultural concept of the person, with associated values of individualism and self-efficacy (105) (106) (107) . These approaches may not fit well either with traditional Aboriginal cultural values or with realities of contemporary settlement life. There is a need to rethink the applicability of different modes of intervention from the perspective of local community values and aspirations. Family and social network approaches that emphasize the relational selfmay be more consonant with Aboriginal culture, particularly ifthey are extended to incorporate some notion ofthe interconnectedness of person and environment (89, I08, I09).
The epistemology of many Aboriginal peoples allows for the validity of mythological knowledge and for forms of empirical understanding often discounted in a technological world that defers to scientific authority (33, 110) . The value ofmyth and storytelling can be easily appreciated in terms of psychological processes ofmaking meaning and coherence from often chaotic life experience. But traditional stories and myths
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The many forms of traditional healing that are currently undergoing a renaissance and spreading across diverse cultures and communities must be considered from this larger perspective. The resurgence of interest in traditional practices like the sweat lodge (and their adoption by Aboriginal communities that never had such traditions) is part of a more global movement to regenerate Aboriginal identity and explore the significance of an evolving tradition in the contemporary world (111,112). Of course, in some hands, Aboriginal spirituality becomes a product, open to commercialization. Neoshamanism has become the subject of weekend workshops for middle-class Americans (113). The relation between this commercialization and the healing power of "authentic" tradition needs careful study. To a large extent, traditional healing draws its efficacy from its rootedness in a local community with a shared social life. The traditional healer is known to the community, and his or her efficacy and moral conduct are open to scrutiny. Traditional healing practices involve local contexts ofpower that should not be immune from critical examination.
Government and professional responses to social pathologies-providing more health care or supporting traditional forms of healing-while essential, do not address the most fundamental causes of suffering. Community development and local control of health care systems are needed, not only to make services responsive to local needs but also to promote the sense of individual and collective efficacy and pride that contribute to positive mental health. Ultimately, political efforts to restore Aboriginal rights, settle land claims, and redistribute power through various forms of self-government hold the keys to healthy communities (114) .
Conclusion
Aboriginal peoples of North America, like indigenous populations in other parts ofthe world, have experienced profound disruption and alteration oftheir traditional life ways through culture contact. This has involved diverse processes, including epidemics of infectious disease, systematic efforts at religious conversion, colonization with forced sedentarization, relocation and confinement to reserves, prolonged separation from family and kin in residential schools and hospitals, gradual involvement in local and global cash economies, political marginalization, increasingly pervasive bureaucratization, and technocratic control of every detail of their lives. This history has had complex effects on the structure ofcommunities, individual and collective identity, and mental health.
Ongoing transformations ofidentity and community have led some groups to do well, while others face catastrophe. In
• There is evidence that local control of community institutions and cultural continuity may contribute to better mental health.
• Psychiatric practice must be adapted to local cultural concepts of the person, self, and family that vary across Aboriginal communities.
many cases, the health ofthe community appears be linkedto its sense oflocal control and cultural continuity. Recent successes in negotiating land claims and local government, along with forms of cultural renewal, hold out hope for improvements in health status. Attempts to recover power and maintain cultural traditions must contend with the political, economic, and cultural realities ofconsumer capitalism, technocratic control, and globalization.
Issues of equity in health and well-being for Canada's Aboriginal peoples are important to any vision of a just society.
Research on the problems that Aboriginal populations face has important implications for health service delivery, for mental health promotion, and for social psychiatric theory and practice in general. Research and program development must be fully collaborative through broad-based partnerships with Aboriginal communities (115).
A cultural perspective can contribute to developing forms of mental health services and health promotion that respondappropriately to the dilemmas created by this complex history and social context. In tum, the local knowledge, values, and wisdom of Aboriginal peoples hold up to the larger EuroCanadian society a mirror that can generate a bracing critique of dominant cultural assumptions and preoccupations.
